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Outcomes of angiosome and non-angiosome
targeted revascularization in critical lower limb
ischemia
Aadarsh Kabra, MBBS, DNB, FVES, Kalkunte R. Suresh, MBBS, DABS, FACS,
Vivekanand Vivekanand, MS, Motukuru Vishnu, MBBS, MS, FNB, Raj Sumanth, MS, and
Muralikrishna Nekkanti, MBBS, MS, DNB, Bangalore, India
Objective: Blood supply to the foot is from the posterior tibial, anterior tibial, and the peroneal arteries. Ischemic
ulceration of the foot is the most common cause for major amputations in vascular surgical patients. It can be presumed
that revascularization of the artery directly supplying the ischemic angiosome may be superior to indirect revasculariza-
tion of the concerned ischemic angiosome.
Methods:This was a prospective study of 64 patients with continuous single crural vessel runoff to the foot presenting with
critical limb ischemia from January 2007 to September 2008. Direct revascularization (DR) of the ischemic angiosome
was performed in 61% (n  39), indirect revascularization (IR) in 39% (n  25). Open surgery was performed in 60.9%
and endovascular interventions in 39.1%. All patients were evaluated for the status of the wound and limb salvage at 1,
3, and 6 months. The study end points were major amputation or death, limb salvage, and wound epithelialization at 6
months.
Results: In the study, 81.2% of patients had forefoot ischemia, 17.2% had ischemic heel, whereas 1.6% had midfoot
nonhealing ischemic ulceration. The runoff involved the anterior tibial artery in 42.2% (27/64), posterior tibial artery in
34.4% (22/64), and the peroneal artery in 23.4% (15/64). All patients were followed at 1, 3, and 6 months
postoperatively for ulcer healing, major amputation, or death. At the end of 6 months, nine patients expired, and six were
lost to follow-up. Of 49 patients who completed 6 months, nine underwent major amputation, and 40 had limb salvage.
Ulcer healing at 1, 3, and 6 months for DR vs IR were 7.9% vs 5%, 57.6% vs 12.5%, and 96.4% vs 83.3%, respectively. This
difference in the rates of ulcer healing between the DR and IR groups was statistically significant (P  .021). The limb
salvage in the DR group (84%) and IR group (75%) was not statistically significant (P  .06). The mortality was 10.2%
for DR and 20% for IR at 6 months.
Conclusions: To attain better ulcer healing rates combined with higher limb salvage, direct revascularization of the ischemic
angiosome should be consideredwhenever possible. Revascularization should not be denied to patients with indirect perfusion
of the ischemic angiosome as acceptable rates of limb salvage are obtained. (J Vasc Surg 2013;57:44-9.)
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lAggressive attempts at limb salvage in patients with
critical limb ischemia (CLI) is justified by the excellent
results of both infrainguinal arterial bypass surgery1-7 and
endovascular interventions8-14 in below-the-knee vessels.
Differences in regional pedal perfusion has been said to
affect successful healing in patients with ischemic ulcer-
ation.15 These regional perfusion differences may be accen-
tuated if the source artery to the ischemic angiosome is
occluded and the concerned angiosome is being perfused
indirectly. The concept of the angiosome was first intro-
duced by Taylor et al.16 An angiosome is an anatomic unit
of tissue (consisting of skin, subcutaneous tissue, fascia,
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44uscle, and bone) fed by a source artery and drained by
pecific veins. The body has been divided into 40 angio-
omes, and the foot contains six angiosomes fed by the
osterior tibial artery (PTA, three angiosomes), anterior
ibial artery (ATA, one angiosome), and the peroneal artery
PA, two angiosomes). The PTA gives rise to a calcaneal
ranch that supplies the medial ankle and plantar heel, a
edial plantar branch that feeds the medial plantar instep,
nd a lateral plantar branch that supplies the lateral fore-
oot, plantar midfoot, and entire plantar forefoot. The ATA
ontinues on to the dorsum of the foot as the dorsalis pedis.
he PA supplies the lateral ankle and plantar heel via the
alcaneal branch and the anterior upper ankle via an ante-
ior branch.17,18
Tibial and pedal arteries are accepted vessels for revas-
ularization in patients with CLI.1-14 The choice of inter-
ention can be either bypass or endovascular PTA, as both
ave demonstrated similar limb salvage and ulcer healing
ates. Ischemic heel ulcerations perfused by the dorsalis
edis artery have been able to heal 86.5% of the wounds.7
his relies mainly on the interarterial connections that are
resent between the DP and the PAs and the medial and
ateral plantar branches of the common plantar artery.18 It
an thus be presumed that direct revascularization of the
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Volume 57, Number 1 Kabra et al 45target angiosome may have a better chance of healing the
ischemic wound as opposed to indirect revascularization
(ischemic angiosome not perfused by the patent crural/
pedal vessel). Indirect revascularization relies on arterial-
arterial connections between the angiosomes, whichmay or
may not be through the pedal arch.
METHODS
During the study period from January 2007 to Septem-
ber 2008, a total of 550 patients were evaluated for CLI at
the authors’ institute, of which prospective evaluation of 64
patients who only had a single crural vessel crossing the
ankle was performed. The rest of the patients had either two
or more vessels crossing or no vessels seen to cross the ankle
and were excluded from this analysis. All 64 patients eval-
uated were in the Rutherford-Becker category 4 to 6 isch-
emia. Limb ischemia secondary to trauma was excluded. All
patients were evaluated for cardiovascular risk factors such
as the presence of diabetes mellitus, hypertension, ischemic
heart disease as evidenced by history and corroborated by
echocardiogram showing hypokinetic/akinetic myocardial
wall segments, dyslipidemia, and chronic kidney disease
(CKD) (creatinine 1.5 mg/dL).
All wounds were treated as per the protocol at Jain
Institute of Vascular Sciences, Bangalore. Preoperative de-
bridements and minor amputations (toe/s or transmetatar-
sal) were performed for patients presenting with wet gan-
grene/necrotic tissue or slough in the wound bed. The
wounds were subsequently reassessed for possibility of limb
salvage. Cardiac, pulmonary, renal, and glycemic status
were optimized preoperatively with the assistance of the
concerned specialist physicians.
Ankle brachial index (ABI) was performed for all pa-
tients, and if noncompressible, toe brachial index was mea-
sured. Segmental pressure assessment with pulse volume
recording studies was performed for all patients. Assessment
of the need for arterial reconstructive procedure was based on
the TransAtlantic Inter-Society Consensus (TASC) criteria.19
All patients underwent preoperative angiography—digital
subtraction angiography, magnetic resonance angiography,
or computerized axial tomography angiography to note the
extent of the disease and to identify the crural vessel crossing
the ankle to perfuse the foot. Revascularization was classified
as direct revascularization (DR) if the ischemic region was
being perfused by its source artery and indirect revascular-
ization (IR) if the artery perfusing the foot was other than
the source artery of the specific angiosome. In patients with
large ischemic ulcers involving more than one region of the
foot (eg, midfoot and heel or forefoot and midfoot) and if
the revascularization was indirect, the region of the foot
that was the farthest away in terms of perfusion from the
vessel being perfused was considered as the primary angio-
some territory affected (eg, ATA perfusing a large heel and
midfoot ulcer, the region of the foot affected was consid-
ered as the heel only and classified as Rutherford-Becker
category 6 ischemia). The mean preoperative ABI was
0.5 0.3, and the mean postoperative ABI was 0.9 0.2.
ABI measurements were available for 58 patients; the other Kix had noncompressible ABI. The choice of the type of
ntervention (open surgical/endovascular) was left to the
iscretion of the operating surgeon and was also based on
he patients’ comorbidities.
All patients were on standard medical therapy for pe-
ipheral arterial disease and appropriate risk factor modifi-
ation program. All bypasses to the below-knee arteries
ere performed with autogenous vein. Synthetic grafts
ere only used in the arteries above knee. Oral anticoagu-
ants in the postoperative period were added if the vein graft
as of small caliber, the distal runoff vessel was diseased, or the
tiology was probably thrombotic (eg, in a young individual
ith no risk factors for atherosclerosis). Patients undergoing
ndovascular interventions were on dual-antiplatelet therapy
reoperatively, which was continued postoperatively. If any
atient had more than one vessel opened with endovascular
ntervention, theywere excluded from this study. All dressings
ere performed at the units’ foot clinic with saline and hydro-
olloid gels.
Depending on the wound status, dressings and wound
valuation were performed daily, initially after the arterial
ntervention and later at alternate day/every third day, once
dequate granulation tissuewas noted to cover thewound and
ound epithelialization had started. Intermittent debride-
ent was performed as dictated by the wound status either as
n outpatient procedure or in the operating room. Once
omplete epithelialization was achieved, the patients were
valuated at the units’ foot clinic for podiatric assessment.
oot counseling and appropriate offloading footwear were
dvised to all patients. This treatment protocol was similar in
oth groups.
The wounds were photographed preoperatively and
mmediately postdebridement and were followed up with
hotographs at 1, 3, and 6 months. All wounds were
lassified as either fully epithelialized, granulating, or wors-
ning at the time of each review. Limb salvage was consid-
red if the ulcer/gangrenous segment had healed com-
letely or if at the end of 6 months the ulcer persisted but
ith a significant reduction in size of more than 50%.Major
mputation was defined as amputation performed either
bove or below knee. All patients were followed up to the
nd points of limb salvage at 6 months, major amputation,
r death.
The incidence of risk factors was compared between the
wo groups. Patients were also assessed for the need for
djuvant wound healing measures such as hyperbaric oxygen
herapy, split skin grafting, or topical growth factor applica-
ion if the wounds did not show signs of adequate epithelial-
zation despite improved vascularity postrevascularization.
For statistical analysis, patients were divided into two
roups, those undergoing direct revascularization and
hose undergoing indirect revascularization. Secondary
nalyses were done for each group’s angiosome with arte-
ial anatomy. Descriptive frequencies are denoted as fre-
uency (percentage). Groups were compared using Fisher
xact test for categorical variables. Survival between the two
roups of revascularization status was estimated by the
aplan–Meier method. All analyses were conducted using
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January 201346 Kabra et alSPSS for Windows, v. 16.0 (SPSS Inc, Chicago, Ill). A P
value of .05 was considered significant.
RESULTS
Sixty-four ischemic wounds were assessed andwere noted
to be perfused by a single crural artery crossing the ankle. In
the total cohort of patients, 82.8% were males, and 81.3%
were diabetics. Hypertension was present in 59.4%, ischemic
heart disease in 31.2%, and dyslipidemia in 50%. CKD (creat-
inine1.5 mg/dL) was present in 15.6% (Table I). Forefoot
ischemia was noted in 81.2%, midfoot ischemia in 1.6%, and
heel ischemia in 17.2%. Ischemic ulceration was the most
common presentation (70.3%), followed by gangrene
(46.9%) and rest pain (45.3%). The majority of the patients
were in Rutherford-Becker category 5 (84.4%). Only one
(1.6%) patient presented with category 4 ischemia (Table II).
On comparing the two cohorts, the incidence of IHDwas
nearly three times asmuch in the IR group comparedwith the
DR group (P .01). The other comorbidities were nearly of
similar incidence (Table I). Forefoot ischemia was seen in
94.9% in the DR group and in 60% of the IR group (P 
.001). Heel ulceration was seen in only 5.1% in the DR group
compared with 40% in the IR group (P  .001). More
patients in the IR group presented with ischemic ulceration
(88%) (P .0132), whereas gangrene was the most frequent
presentation in the DR group (64.1%) (P .001) (Table II).
Interventions were open surgical (56.2%) or endovas-
Table I. Patient demographics
Total (n  64) DR (n  3
Male 82.8% 82.1%
Diabetes mellitus 81.3% 76.9%
Hypertension 59.4% 59%
Ischemic heart disease 31.2% 17.9%
Dyslipidemia 50% 53.8%
DR, Direct revascularization; IR, indirect revascularization.
Table II. Patient characteristics
Total (n  64) DR (n 
Site of ischemia
Forefoot 81.2% 94.9%
Midfoot 1.6% Nil
Heel 17.2% 5.1%
Presentation
Rest pain 45.3% 48.7%
Ulcer 70.3% 59%
Gangrene 46.9% 64.1%
Rutherford-Becker category
4 1.5% 2.6%
5 84.4% 87.2%
6 14.1% 10.3%
Intervention
Open surgical 56.2% 61.6%
Endovascular 39.1% 33.3%
Hybrid 4.7% 5.1%
DR, Direct revascularization; IR, indirect revascularization.cular (39.1%). Bypasses were performed on a total of 35 uatients. Seven patients received synthetic grafts to the above-
nee popliteal artery. All other bypasses werewith autogenous
ein, one to the above-knee popliteal artery, 14 to PTA, eight
o ATA, and five to PA. No synthetic grafts were used in
elow-the-knee vessels. Hybrid interventions were per-
ormed in three patients (4.7%), one patient underwent
ortic angioplasty/stenting along with an autogenous
ein bypass from the common femoral artery (CFA) to
he PTA; another patient underwent common iliac artery
CIA) angioplasty/stenting andATAangioplasty for ischemic
eel ulceration. One patient underwent CFA to above-knee
opliteal artery vein bypass with tibioperoneal trunk angio-
lasty. All endovascular interventions were performed for
ASC II A, B, and (rarely) C lesions. All interventions for the
FAwereTASCIIAorB.All the tibial interventionswere also
or TASC II A, B, or C lesions. None of the SFA endovascular
nterventions needed adjunctive stenting postangioplasty. No
tentswere deployed in the below-knee arteries, as none of the
urrently available devices were available in India. Eleven
atients needed multilevel interventions.
ATA was the only runoff vessel to the foot in 42.2%
27/64), PTA in 34.4% (22/64), and the PA in the re-
aining 23.4% (15/64). The ATA was the only outflow
essel in 17 patients with forefoot ischemia, in one patient
ith a midfoot ischemic ulcer, and in nine patients with an
schemic heel ulcer. The PTA was the only outflow vessel in
0 patients with forefoot ischemia, none with midfoot
IR (n  25) Z value for difference P value
84% 0.19 .8494
88% 1.11 .267
60% 0.08 .9362
52% 2.87 .01
44% 0.77 .4412
IR (n  25) Z value for difference P value
60% 3.49 .001
Nil 1.26 .2076
40% 3.20 .001
40% 0.68 .4966
88% 2.48 .0132
20% 3.45 .001
Nil 0.81 .4180
80% 0.77 .4412
20% 1.09 .2758
48% 1.07 .2846
48% 1.18 .238
4% 0.20 .84149)39)lcers, and the only vessel for two patients with ischemic
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Volume 57, Number 1 Kabra et al 47heel ulcers. The PA was the only patent outflow vessel
giving branches across to the foot in 15 patients with
forefoot ischemia and none with midfoot or heel ischemia
(Fig 1). In the total group, 61% (39/64) underwent DR,
whereas 39% (25/64) IR. Of the 40 patients with limb
salvage, 28 had DR and 12 IR. Of the nine patients who
underwent major amputation, five were in the DR group and
four were in the IR group. By the first month, four patients
had completely healed their ulcers, two patients underwent
major amputation, and four patients had expired. By the end
of the third month, 21 patients had fully epithelialized their
ulcers, another four had a major amputation, and one more
patient expired. Four patients were lost to follow-up. At the
end of 6 months, a total of nine patients expired, six were lost
to follow-up, nine patients had a major amputation, and 40
patients salvaged their limbs. By 6months, 92.5% (37/40) of
the wounds healed. The remaining 7.5% (three patients) still
had granulating ulcers at 6 months, which had significantly
reduced in size, thus, salvaging their limbs.
The limb salvage rates for forefoot ischemia with ATA
outflow was 93.3%, 81.3% for PTA, and 70% for PA (Table
III). The revascularization was direct with the ATA and
PTA and indirect with the PA. All the ulcers in the PTA and
the PA group healed, whereas one ulcer in the ATA group
failed to epithelialize completely by 6months. Limb salvage
of 80% was obtained with ATA and heel ischemic ulcer-
ation. For the PTA, the corresponding limb salvage rate
was 50% (Table III). This low limb salvage rate with the
PTA, even though it establishes direct in-line flow to the
heel, was because the PTA was perfusing only two of
Fig 1. The crural arteries and their respective angiosomes as
described by forefoot, midfoot, and heel. The 2 test for associa-
tion showed significance at P  .05 (2 calculated 10.89 higher
than 2 table with df 4. In particular, patients with heel ischemia
have a higher probability of anterior tibial artery [ATA] runoff).
The test did not show significance for any particular vessel patency
with forefoot ischemia. PTA, Posterior tibial artery.the heel ulcers, and the patient who failed to heal the ulcer nnderwent a major amputation. He had severe renal dys-
unction, was not on hemodialysis, and presented with
utherford category 6 ischemia. There was no improve-
ent in his wound status despite having a successful endo-
ascular reconstruction.
For DR group, by the end of the first month, three
atients had fully epithelialized their ulcers, and one patient
xpired. By the third month, 19 patients had fully epithe-
ialized their ulcers, three had major amputation, two ex-
ired, and one was lost to follow-up. At the completion of
months, 27 patients (69.2%) had completely epithelial-
zed their ulcers, and one patient had a persistent ulcer,
hich had reduced in size by 50% for which regular
ound care was being performed. Thus, the overall limb
alvage was 71.2%; five (12.8%) patients had a major ampu-
ation, four (10.2%) patients died, all secondary to a cardiac
ause, and two (5.1%) patients were lost to follow-up. Limb
alvage was 100% at 1 month, 91.67% at 3 months, and
4.8% at 6 months. The major amputation rate was 15.2%.
he overall mortality was only 10.2% at 6 months. The
mputations were performed for vein graft-infected pseu-
oaneurysm (n  1), vein graft thrombosis (n  1), and
ubsequent grade III acute limb ischemia in the perioper-
tive period, hemodynamic failure (n  2), and severe
nfection of the foot after the index lesion had healed (n 
). One patient died in the perioperative period, one be-
ween the first and third month follow-up and two patients
efore completing the sixth month follow-up. None of
hese patients who died had IHD at the time of interven-
ion. The two patients who died between the 3- and
-month follow-up had completely epithelialized their
ounds at the time of their last visit.
For the IR group, by the 1-month follow-up visit, one
atient had healed the ischemic ulcer, two patients had
ajor amputation, and three had died. By the 3-month
ollow-up, two patients had fully epithelialized their isch-
mic ulcers, a total of three patients expired, three had
ajor amputation, and three were lost to follow-up. By the
ompletion of the 6-month follow-up, 12 patients (48%)
ad limb salvage, four (16%) had major amputations, five
20%) expired, all secondary to cardiac cause, and four
16%) were lost to follow-up. Of the patients who had limb
alvage, 10 completely epithelialized, whereas two patients
ad 50% reduction in the wound area. Limb salvage was
0.9% at 1 month, 84.2% at 3 months, and 75% (12/16) at
months. The amputations were performed for hemody-
able III. Limb salvage outcomes in percentages of the
ifferent revascularized vessels vs the ischemic angiosome
erritory at 6 months
ATA PTA PA
eel 80% 50% 0
idfoot 100% 0 0
orefoot 93.3% 81.3% 70%
TA, Anterior tibial; PA, peroneal arteries; PTA, posterior tibial.amic failure (n  2), acute graft thrombosis with subse-
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January 201348 Kabra et alquent acute limb ischemia grade III (n  1) in the periop-
erative period, and vein graft pseudoaneurysm (n  1). All
the patients who died had IHD at the time of intervention.
Of the patients who died in the perioperative period, two
were granulating and one was worsening. The two patients
who died between the 3- and 6-month follow-up had
epithelialized their wounds at the time of their last visit.
The rates of wound healing for both the DR and IR
groups was 7.9% vs 5% at 1 month, 57.6% vs 12.5% at 3
months, and 96.4% vs 83.3% at the completion of 6 months.
This difference in the rates of ulcer healing between the DR
and IR groups (Fig 2) was statistically significant (P .021).
The limb salvage rate in theDRgroupwas 84% and 75% in IR
group (Fig 3), whichwas not statistically significant (P .06).
The mortality at 6 months in the DR was 10.3% compared
with 20% for IR, and 5.1% vs 16%were lost to follow-up in the
DR and IR groups, respectively. Statistical significance could
not be determined because the numbers of the dead and lost
to follow-up patients were small. Secondary procedures for
vein graft salvage were performed in three patients at the
second, third, and fourth month after revascularization. Two
patients underwent balloon angioplasty at the third and fourth
month for vein graft stenosis detected on routine vein graft
surveillance; one patient underwent catheter-directed graft
thrombolysis with urokinase and vein graft angioplasty in the
second month for a thrombosed vein graft. Two of these
patients salvaged their limbs without any further intervention,
whereas the third patient underwent a major amputation
secondary to a severely infected foot before completing the
6-month follow-up, which occurred 2 months after he had
healed the index ischemic lesion in the forefoot.
Hyperbaric oxygen therapy and split skin grafting were
used in one patient each to facilitate rapid wound epithelial-
Fig 2. Comparison of the wound healing rates at 1, 3, and 6
months for both the direct revascularization (DR) and indirect
revascularization (IR) groups. *There was a statistically significant
difference in the full epithelialization rate with P  .021 (Fisher
exact test) at 6-month follow-up favoring DR.ization. Growth factors were not used on any of the wounds. rISCUSSION
The angiosome principle gives an insight into the source
rtery of a specific angiosome. The angiosome anatomy, in-
erangiosome connections, and angiosome overlap has been
escribed extensively by Attinger and colleagues17,18,20 (eg,
he great toe may be a part of the medial plantar, lateral
lantar, or the dorsalis pedis angiosome, or may be perfused
y all three). It can be presumed that revascularization of the
ource artery to the angiosome may result in better healing
ates and limb salvage. This, however, may not always be
ossible. Berceli et al7 reported on the efficacy of dorsalis pedis
rtery bypass for ischemic forefoot and heel ulceration. Going
y the angiosome anatomy, forefoot would be a DR, whereas
eelwould be an IR.The86% limb salvage for heel ulcerations
elying on either of the two perfusion routes indicates that
lcer healing and limb salvage is possible even in the absence
f an intact pedal arch, thus, relying on either the intact pedal
rch or interangiosome connections for perfusion. The angio-
ome DR as shown by Neville et al21 and in the current study
ndicates that it is superior to IR in terms of ulcer healing,
lthough limb salvage seems to be superior but not statistically
ignificant. As per the angiosome principle, the forefoot
ould be the angiosome of both the ATA/DPA and the PTA
via its medial and lateral plantar arteries), the plantar midfoot
hat of the PTA, the heel of the PA (via its calcaneal branch)
nd the PTA (via its calcaneal branch). The dorsumof the foot
s perfused by the dorsalis pedis artery and its various branches.
here are extensive connections betweenATA, PTA, and PAs
hroughout their course in the leg and also in the foot.
nterangiosome connections by choke vessels20 are important
or IR. This most frequently happens when the heel is revas-
ularized by the dorsalis pedis or the forefoot is being perfused
y the PA, which relies on its interconnections with the
orsalis pedis and lateral plantar artery for perfusion via its
nterior perforating branch or the calcaneal branch.
This study shows that DR leads to better ulcer healing
ates, which is statistically significant (P  .021), but the
ig 3. There is no statistically significant difference in limb salvage
ate between the direct revascularization (DR) and indirect revascu-
arization (IR) group at 6 months as P .06 (Fisher exact test).ates of limb salvage did not reach statistical significance
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Volume 57, Number 1 Kabra et al 49(P  .06). Neville et al21 found statistically significant
difference in the limb salvage rates with DR (P  .03),
whereas ulcer healing did not reach statistical significance
(P .95). This difference in these two studies may be due to
the high number of CKD patients (51.8%) in the series by
Neville et al,21 which is known to be an adverse risk factor for
ulcer healing and limb salvage.22 The limb salvage rates might
not be directly comparable between both these studies, as the
duration of follow-up is different. More patients in the IR
group had IHD at the time of revascularization, consequently
resulting in higher perioperative mortality and overall mortal-
ity at 6 months. There may be an association between IHD
and IR, but the same cannot be concluded with this study, as
the numbers are small. Of the patients who expired, IHDwas
noted at the time of revascularization in all the patients in IR
and none in DR.
Our study suggests that DR leads to faster ulcer healing
rates than IR and should be attempted where possible. As
the difference in limb salvage was not statistically significant
between DR and IR in the current study, it is concluded
that IR should be performed in patients whenDR is not. IR
does not mean that the patient will eventually undergo a
major amputation. A few shortcomings in our study may be
the small sample size and the high incidence of mortality in
patients with IR.
CONCLUSIONS
Revascularization of the ischemic extremity, medica-
tions, and risk factor modification play an integral part in
limb salvage and prolonging the longevity of these patients.
We affirm the need to attempt DR of the ischemic angio-
some, as it leads to better ulcer healing rates; however, the
difference in limb salvage was not seen. In situations where
DR is not possible, IR should not be denied to patients, as
nearly equivalent limb salvage rates are obtained. Subse-
quent podiatric care after ulcer healing is important, as
recurrent ulceration may be severe enough to lead to limb
loss, thereby, negating the entire exercise of revasculariza-
tion and limb salvage. The high incidence of IHD in
patients with IR is perplexing, and whether there is any
connection between the two needs further evaluation.
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